, in a discussion at the Medico-Chirurgical Society [14] , and in the following year in the Clinical Journal [15] , I mentioned the favourable results which had followed the use of the Lenhartz method of treatment of ulcer of the stonmach in a few cases under my care. Since then I have had the opportunity of observing more patients treated in this way, and propose this evening to lay the results before you. The cases here reported were unselected ones of the ordinary types met with in hospital practice. For the purpose of comparison a similar number of other cases taken consecutively from the records of St. George's Hospital during the same period and treated by the usual methods are tabulated with them. Before proceeding to consider the tables in detail, some reference will be made to the principles upon which the Lenhartz diet is based. Secondly, a summary of the routine employed will be given; and, thirdly, the advantages and disadvantages of the method will be discussed and compared with those of the usual plan of treatment. We will then turn to the cases observed, and endeavour, so far as the clinical material serves us, to form an opinion as to whether the claims put forward by Lenhartz and his followers are justified.
diseased organ which, it might be thought on rational principles, should be given a complete rest. Further, it is urged that the introduction of food into the stomach necessitates the contraction of that viscus to pass it on into the duodenum, and that such movement of the stomach walls is likely to dislodge a clot in an opened vessel and cause a recurrence of haemorrhage. To this Lenhartz [7] replies that the danger of a clot becoming dislodged in this way is no greater than the danger of its being dissolved by some of the gastric juice in the stomach, and that if small quantities of protein food are supplied the hydrochloric acid of any gastric juice poured out is neutralized, because it combines with the protein. To this end small quantities of beaten-up egg and milk are used. Egg albumen rapidly forms a combination with hydrochloric acid. Milk is a food that calls forth less secretory activity in the stomlach than any other food. Fat, which is present in the yolk of an egg, is known to inhibit the secretion of juice. So that the particular combination of foods used is that calculated to excite the least possible secretion and to combine mnost efficiently with the acid of any juice secreted. As the food is given in very small quantities at a tiime, distension of the stomach by food is obviated and the necessary movements reduced to a minimum. It is probable that distension of the stomach is far more harmful to an ulcer than contraction. The food is swallowed and requires no mastication, and this again keeps the gastric secretion low, for the act of chewing is accompanied by a production of juice. An ice-bag placed upon the epigastrium is intended to keep the stomach in a quiescent state. The application of cold has been observed by Rossbach [11A] to diminish the movements of that organ. By promoting constriction of the walls gaseous distension, which might be a cause of hoemorrhage, would be prevented. An ice-bag also relieves pain when present.
The routine of the Lenhartz method is as follows: The patient is kept absolutely in bed for four weeks, for the first two of which she is not allowed to nmove from the supine position for any reason whatever.
All mental excitement must be avoided. An ice-bag is kept upon the stomach almost continually for the first two weeks. The dietary consists of eggs beaten up with sugar, or, in some cases, with wine, and iced; and of milk. These two foods are taken in small quantities at frequent intervals from a teaspoon, the amount prescribed being spread over the day, and not given at definite meal-times. The first day 7 oz. to 10 oz. of milk are given, and one egg. The quantity is increased daily by 3' oz. of milk and one egg until 14 pints of milk and 83 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from six eggs, or, in some cases, eight eggs are reached. From about the third to the eighth day raw, or almost raw, mince is added, starting with an ounce, in divided doses, either beaten up with eggs or alone; the next day, if well borne, 2 oz. are given. In these cases minced beef was used.
From the seventh to the eighth day boiled rice is added to the dietary, and then some softened bread, and then a small quantity of bread and butter. The diet is then gradually increased by the addition of imore mince or pounded fish until by the end of the fourth week the patient is on an ordinary mixed diet containing the commnon foodstuffs, with the exception of indigestible solids, such as peas or other seeds. The patient is instructed to masticate very slowly. On the twentyeighth day she is allowed to get up, and is discharged from the sixth to the tenth week. For the first ten davs bismuth subnitrate is given in doses of 30 gr. in water without mucilage twice or three times a day. From the sixth to the tenth day sulphate of iron is given in the form of the following pill: Sulphate of iron, 150 gr.; calcined magnesia, 20 gr.; glycerine, 1 dr. Mix and divide into sixty pills. Two of these are given two or three times a day. Lenhartz increases the dose gradually, giving three for three days, four for four days, up to ten for ten days, and then down again. In some cases arsenic is added. The bowels are not disturbed at all during the first week, unless they are naturally opened. An enema is then given and repeated every fourth day during treatmient. The mouth should be washed out regularly and attended to. In my own cases, I have usually begun with 31 oz. of milk and one egg on the first day, and I have seldom given the iron pill more than three times a day. The oxychloride or the carbonate of bismuth has been used instead of the subnitrate.
It is claimed for the Lenhartz method that it is suitable for all forms of gastric ulcer, except those associated with mechanical deformities, such as stenosis of the pylorus and those with somne serious comnplication, such as perforation, peritonitis, and subphrenic abscess. It is said that the sour regurgitation, the vomiting, and the pain and distress after food disappear in from a few hours to a few days. The improvement is certainly rapid, and the body weight may increase in the first week. It is said that the method has been found successful after recurrent haemorrhages hawe occurred on rectal feeding. It Before recommending a new method it is necessary to ask whether the old is unsatisfactory. There is no doubt that the recognized method of treatment is, in many cases, extremely successful. It has, however, some serious disadvantages. In the first place, severe cases are subjected to a considerable period of starvation or semi-starvation, and the less successful the treatment is, the longer is the starvation period extended. The routine, when fully carried out, is extremely tedious. Dr.
Hawkins [5] recommends, for instance, a course in which, four weeks after admission, the patient is having only milk, plasmnon, arrowroot, and thin bread and butter; fish and chicken are to be started six weeks after the mouth-feeding has begun. There has been, however, distinct reaction among physicians against this extended period. During the period of enemas the mouth may become very foul in spite of careful washing out, and parotitis has occurred (vide Rolleston and Tebbs) [9] . Vomiting may be very troublesoine in some cases, and it is interesting to note that Drs. Rolleston and Jex-Blake [10] found in one case that on cautiously dieting with solid food and withdrawing the enemas it ceased. The prolonged period of subnutrition is accomiipanied by considerable acidosis, as Rolleston has shown, but stronger than even these objections is the unpleasantness of rectal feeding. In hospital practice this is not such an important point, although the patients and the nurses will take a very different view to that of the physician, who has nothing to do with the actual carrying out of the treatment. In private practice, however, the case is different. Even if the Lenhartz method is not superior to the ordinary method, if it is equally good and not less safe it will prove a boon both to the doctor and the patient when treatment is being carried out at home, where rectal medication is nearly always objected to, and very often inefficiently administered.
In the following tables the details of 33 cases treated by the Lenhartz method and 34 cases treated by the ordinary methods are given.
The cases on the Lenhartz treatment which were not under my own care during the whole period of their stay in hospital are marked with 85 an asterisk. I am indebted to my senior colleagues (Drs. Rolleston, Ogle, and Latham) for permission to publish these. The cases were taken seriatim and not specially chosen, with the exceptions mentioned below. The 34 cases treated bv other mnethods are taken consecutively from the hospital records. The only exceptions that have been made in both tables are those of patients in whom the diagnosis was, in my opinion, doubtful, either because the symptoms were not severe enough to justify the diagnosis of ulcer, or because the illness was thought or proved to be due to carcinoma; and cases severely complicated by other diseases not directly connected with the gastric ulcer. A few cases have also been omitted in which the patients were treated by immediate feeding, but in a manner widely different to that advocated by Lenhartz. Some of these did well and some badly, but it would be difficult to decide in which table to put them. On the whole the two series may be taken as similar in type and in severity.
Both series contain examples of the usual accompaniments of gastric ulcer-namely, anemia, carious teeth, and neurosis. The Lenhartz series includes one case with albuminuria and one with chronic alcoholism. The second series contains one patient with ulcer of the leg, one three months pregnant, and one with uterine displacement.
(See Tables I and II , pp. 94-107.)
In considering the advisability of adopting the treatment by irnmediate feeding, the first question raised will be: is it dangerous? is there a greater risk of the recurrence of haemorrhage and perforation than by the usual method of nutrient enemas followed by a graduated milk diet ? In the above cases in the first series 25 of the patients had hwmatemesis in the attack for which they were admitted, and one had had it in a previous attack. In the 25 cases there was one recurrence on the third day of treatment. The patient was not under my care, and the method was not being rigidly followed, inasmuch as no ice-bag was prescribed and the patient had moved from the recumbent position when the heemorrhage recurred. The feeding was discontinued, the patient being put upon nutrient enemas, and a good recovery was made. In the 34 cases treated by other methods, 29 suffered from haemorrhage in the attack for which they were admitted. There were four recurrences, two on the second and two on the third day. In one case there was bleeding on both the second and the third day. As far, tnen, as these. figures go the danger of haemorrhage is certainly not greater and is apparently less upon the Lenhartz diet.
It may be objected that some of these patients were not suffering 86 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Therapeutical andl Pharmacological Section from ulcer, but from the gastrotaxis described by Dr. Hale White L19]. This criticism, however, will apply equally to cases in both tables.
The researches of Dr. Sidney MIartin, Dr. C. H. Miller L8A] and others indicate that the pathology of a gastric erosion and of a gastric ulcer is identical, for each appears to arise in a miass of lyiimphoid tissue. Lymphoid tissue is inore abundant in the stomachs of those who are subjects of dyspepsia, and the absorption of irritating mnaterial fromithe stomach may cause a breaking down of the follicle. We know that in the small intestine also the lymiiphoid patches are the most vulnerable areas. Dr. Hale White has demonstrated that symptoms formerly thought to be definitely indicative of an ulcer may arise froin a minute fissure or a group of bleeding spots. These bleeding spots, however, are found frequently in that region of the stomach most prone to ulceration, and it is difficult to say that a group of such smnall lesions may not become an uleer.
We may next consider the question of pain. On the Lenhartz diet the usual result is for pain to vanish entirely within forty-eight hours of the commencement of the treatment, and the diet is so graduated that the risk of recurrence of pain when solid food begins to be taken is, in my experience, less than that of the ordinary method of treatment, in which it is a common thing to find the patient do well until the attem-ipt is made to take fish or mince.
In the 33 cases treated by the Lenhartz method, in eight cases pain is mentioned in the notes after the seventh day. Three of these were transient recurrences. One was an extremely neurotic patient, who also appears in Table II , and on both methods of treatment complained of pain during most of her stay in hospital, and another was the subject of nephritis. In three others of the 33 cases pain was comlplained of after the first week.
In the 34 cases treated by other methods, in 11 pain is recorded after the first week. Two of these were neurotic women, one being the above-mentioned case. In two others haemorrhage had recurred; one was a patient upon whom gastro-enterostomy had been perfornmed; and there were six others about whom no special note need be niade except that the pain persisted. In this respect, therefore, the advantage again seems to lie with the Lenhartz treatnment.
My experience is in agreement with that of Lenhartz, in that in no case was it necessary to give opium or its derivatives for the relief of pain.
Weight. Of the patients oIn the diet who were weighed on entering the hospital, eight put on an average of 4.2 lb. each, whilst six lost ani 87 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Spriggs: The Treatment of Gastric Ulcer average of 3 5 lb. The figures are of little value, hoiwever, as they do not reckon the increase of weight which took place at the convalescent hospital. Of the patients wh-]o lost weight one was the patient who had nephritis (in whom the diet could not be fully carried out) and lost 6 lb. (Case 2), and another was a case (No. 4, Table I , No. 21, Table II ) who yielded to neither metlhod of medical treatment nor to operation.
Parotitis is liable to occur in patients being fed by the rectum, even when the greatest care is taken to wash out the mouth with cleansing fluid. It is recorded in two of the 34 cases treated by the other methods, but in none of those upon the Lenhartz diet.
The figures are too small to judge of the miortality, but it will be seen that no case died upon the Lenhartz diet.' There was one death in the cases in Table II. The leng,th of stay in hospital averages thirty-four days in both sets of cases. In this connexion it must be noted that many patients are sent from St. George's Hospital to the Convalescent Hospital at Wimbledon at a much earlier date than it would be possible to send them to their homnes. This figure, therefore, cannot be compared with hospitals not having a convalescent branch of their own near at hand. Cases of gastric ulcer do uniformly well at the Convalescent Hospital, and almost invariably put on several pounds weight. Fourteen of each series were sent to Wimnbledon at the end of their stay in the hospital.
Especially instructive is the comparison of the num)iber of days in the two sets of cases before the patient reached a diet containing mneat or fish. In the patients treated on the Lenhartz system, 14 patients were upon the ordinary diet of the hospital, containing meat, fish and potatoes, before leaving, the average time taken to reach this standard being thirty days. Eleven cases left the hospital on a fish diet, which includes potatoes, having reached this diet in an average of twenty days from the comlmencement of treatment. Six other cases were taking fish, but not the full fish diet, when they left the hospital. In the 34 control cases the result is very different. Only four took the full ordinary diet before leaving the hospital, having reached this stage in an average of twenty-three days. The large inajority-namely, 22 patients -did not reach the stage of meat, leaving the hospital on a fish diet, which they were given in an average of twenty-two days after admission.
Since writing the above I have seen a case in which an extensive chronic ulcer, in an elderly woman, perforated whilst upon a modified Lenhartz treatment, with a fatal result.
The patient had left St. George's Hospital free from pain, after this treatment, a fortniight before, but relapsed. The perforation was undiagnosed.
Therapeutical a,nd Pharnmacological Section 89 Seven others were taking fish, but not the full fish diet. The average period before taking fish in these cases was seventeen days. From a consideration of these figures it is evident that the Lenhartz mnethod of feeding enables the patient to take an ordinary diet without pain in a shorter time than treatment by nutrient enemi-as and a graduated milk diet.
In two of the cases in the first series, and two in the second, resort Nas had to gastro-eiterostomy, which should be performed when medical treatm-lent has repeatedly failed. In one further case in the first series the operation has just been done on my advice in a quiescent interval, as, although the patient responds excellently to medical treatment, she has had several recurrences. A small ulcer was found on the lesser curvature adherent to an indurated area of pancreas.
It is imiiportant to bear in mnind that the medical treatment of this disease should be carried out with as much care and precision as is required for surgical treatlment. If this be done it will be found to be much more efficient than mlany surgeons appear to think. As I have before pointed out [14] , any patient who has been treated on milk or upon nutrient enemas and has not recovered is regarded by some surgeons as a fit subject for operation. Whilst not minimizing the beneficial results of gastro-enterostom-ly in intractable cases, it must be pointed out that this operation is not an infallible cure for gastric ulcer. In the present smiall series it will be noted that three of the patients reapplied for treatmiient after this operation had been perform-led, and I have seen a number of others in the out-patient departm-lent and elsewhere with recurrence of symiiptoms. Another reports that she is still suffering fromii pain and vomniting. Whether cases of gastric ulcer are operated upon or efficiently treated imiedically, the majority, for the time being, do extremely well, and the mortality from the disease in nearly all the published series of cases, as I have shown elsewhere [14] , is extremely low. Gastro-enterostomy is not a dangerous operation under ordinary circumstances, but, as Mr. Paterson has shown, it is a dangerous operation when performed for heimorrhage. I believe, therefore, that if this operation is to be performiied it should be done, firstly, in cases which after proloniged medical treatmiient do not yield, and, secondly, in cases which, having been repeatedly treated by medical means, recur. Perforation and mechanical deformities of the stomach must, of course, be treated surgically.
It will be seen in the tables that in many cases the diet was not carried through in its entirety. My own impression is that the more thoroughly the treatnlent was applied the better the results. But I Spriggs: The Treatment oj Gastric Ulcer need hardly add that no physician will treat even the commonest complaints by rule of thumb, or will have any hesitation in modifying the prescribed formula when it seems best to do so. I have found, however, in the patients under my own care that the need of much modification is the exception rather than the rule. To a few patients the diet is objectionable. Some prefer the egg and milk mixed, and some alternate teaspoonfuls of milk and of beaten-up egg with sugar. The mixture of a little wine with the egg is also recommended, but I have not found this necessary. If the beaten-up egg excites nausea to the point of vomiting, beaten-up egg-white without the yolk may be used. Instances are reported, and similar ones have come under my own notice, in which, in spite of a strong dislike to the food in the first few days, excellent progress has been made. As a general rule the patients are comfortable, happy, and appreciative of the relief afforded them.
As regards the subsequent history of the patients, I have been able, through the lady almoner of the hospital, to hear from 21 of the first series and 16 of the second. Of the 21 patients treated by the Lenhartz method who have been traced, 6 have been well since leaving the hospital, 9 have had a return of the symptoms of gastric ulcer, and 3 suffer from indigestion. Of the 16 patients traced who were treated by the usual method, 6 have been well since leaving the hospital, 8 have had a return of the symptoms of gastric ulcer, and 2 suffer from indigestion. The two series are not absolutely comparable in this respect, for ten months longer have elapsed since the last patient in Table II left the hospital than is the case in Table I . As the figures stand, however, we may conclude that the results are at least as durable as those of treatment by nutrient enemas and a graduated milk diet.
A few statistics and criticisms of the Lenhartz method have been published:
Wagner [18] in 1904 reported 60 cases, in 35 of which there was no pain from the beginning, and in only six did pain last beyond the first week of treatment. In one case the pain continued during the whole stay in hospital. Haberman [4] 
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Wirsing [20] reported 42 cases in 1906, 14 of which had had recent haematemesis. In one case haemorrhage recurred. In 27 of these patients the acidity of the stomach contents was estimated, and it was found that the amount and percentage of hydrochloric acid was diminished during the treatment, the latter on the average from *14 to *11 per cent. Some cases did not show this and yet progressed as well as the others.
The method of Senator, which has some similar features to that of Lenhartz, may be mentioned here. It consists of the administration of gelatine, butter and cream from the beginning. He [13] has reported 50 cases fed upon this diet, of whom two died, that is 4 per cent.
Ewald [3] uses nutrient enemas for three days after a hamorrhage and then gives milk, butter, and eggs, followed by other foods as in Lenhartz's plan. He reported 34 cases in 1906. The results, however, appear to be inferior to those of the Lenhartz method. In 14 cases death occurred either after operation or immediately after haemorrhage, and there was a recurrence of haemorrhage in 7 per cent.
Ewald considers that the Lenhartz method cannot be justified on theoretical grounds and is not worth the risk. The above facts and figures, however, do not support this view, and so far as data have been collected it appears to be less risky than other methods of treatment.
Lenhartz [7] in 1907 reported 140 of his cases, all with recent hemorrhage by the mouth, or melena. The mortalitv in these was 2'14 per cent. He recommends that in such cases great care should be taken not to increase the bulk of milk too rapidly, and in some of the instances quoted the eggs were given without the milk for two or three days. In one case by the twelfth day only 17 oz. of milk per day was being taken. He lays great stress on the instruction that the stomach should never be distended. He reports that in two of. his patients who died on the fifteenth and eighteenth day respectively the ulcer was found to be smooth and healed. He recommends the diet strongly for patients who have recently had a gastro-enterostomy performed.
Lambert [6] in 1907 published five severe cases, all of whom did well on the treatment. One was a woman aged 32, who, after seven days' rectal feeding and seven days' careful feeding by the mouth with peptonized milk, still had occult blood in the stools and a haomoglobin percentage of 39 ; the question of operation was mooted, but the Lenhartz treatment resulted in a cure. Another patient objected to the diet even to the point of nausea and vomiting, but, nevertheless, after the cessation of the diet for one day, did well. In another '91 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from hemorrhage went on until the thirteenth day, and the case was regarded as below the safe limit for surgery, and yet made a good recovery on this treatment. A fourth case with signs of peritoneal irritation, leucocytosis, and a temperature of 100°F. to 1040 F. also recovered. In a fifth case in which the haemoglobin was reduced to 20 per cent., in spite of an attack of enteric fever upon the twentysecond day, the treatment proved successful. Lambert's fourth case resembles one which came to iny notice after the figures in Table I had been collected. A young woman of neurotic temperament was treated by Mr. G. E. Friend for gastric ulcer on the Lenhartz plan. She had no pain for four days, when vomiting recurred with rigidity of the upper part of the abdomen. Perforation was discussed; the patient was put upon enemas and made a good recovery. It is a matter of conjecture whether she would or would not have recovered equally well if, as in Lambert's case, the treatment had been persisted in.
Berger [1] , in a publication from the Hamburg School, points out that so efficient has the method of treatment been found in the Eppendorfer-Krankenhaus that it has proved useful as a method of diagnosis, for in cases which fail to respond the diagnosis has often been at fault. He quotes six cases in which the failure of the Lenhartz method led to the diagnosis of cancer, which was confirmed in four of them. by operation, and in two by autopsy. In another case haemorrhage was found to arise from dilated veins about the oesophagus, due to cirrhosis of the liver. He says, further, that in cases of pain without bleeding which do not yield, nervous disease may be suspected.
Schnuitgen [12] mentions, in 1907, that Lenhartz had then treated 201 patients with a mortality of 3 per cent. This is about the same as the mortality in 195 cases treated by nutrient enemas by Leube, which was 4 per cent. Leube has altogether collected 556 cases with a mortality of 2 2 per cent., but many of these were not of the hospital class.
We may conclude, therefore, that the death-rate of patients treated by the Lenhartz diet is not greater than that of those treated in other ways.
Finally, Dr. Langdon Brown [2] , in a recent paper, mentions that he has treated 11 cases by the Lenhartz method with good results in nine of them.
In conclusion, from an examination of these two series of cases it may be said, first, that the Lenhartz method of treatment is not more at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Therapeutical and Pharmacological Section 93 dangerous than treatment by nutrient and saline enemas, followed by a graduated milk diet. In these particular cases the recurrence of haemorrhage was less frequent, and there were no deaths.
Secondly, that the pain suffered by the patient in the course of treatment is less on the Lenhartz diet.
Thirdly, the diet gives far more nourishment than can be introduced into the body by nutrient enemas, a,nd is, therefore, more desirable in patients who have frequently been for a long time in a state of semi-starvation, or have suffered a loss of blood, or both.
Fourthly, that in cases treated by this method rectal injections may be entirely avoided. This is an advantage in a hospital, and a still greater advantage in treating cases at their homes, where rectal injections are not only regarded as extremely unpleasant, but are seldom efficiently administered. Dr. LANGDON BROWN said he thought Dr. Spriggs had done a service in emphasizing the importance of that very practical method of treatment. His experience with it, now based on fourteen cases, had been very ifavourable. Rectal feeding was admittedly unsatisfactory; apart from the difficulties, its efficacy could be seriously questioned. Dr. Sharkey, in his lecture before the College of Physicians in 1906, stated that in his series of cases of rectal alimentation be got as much as 75 per cent. of the nutrient matter absorbed, but the method adopted was simply to wash out the bowel afterwards and estimate the amount of nitrogen recovered, the rest being regarded as absorbed. That was not a safe method, because it was very difficult to recover all the nitrogen by simple washing out. He had been impressed by a case recorded by Dr. Herringham in proof of that. The patient was a medical man, and was careful to see that the washings were properly carried out. Ten days from the first rectal feed be passed an enormous and very disgusting evacuation, and the patient's comment was that if he had been retaining all that in his intestines it could not have been doing him much good. A better estimation of the absorption was afforded by the amount of nitrogen in the urine. The output of nitrogen by the urine when the patient was on rectal feeding was the same as that of a patient being starved. Laidlow and Ryffel showed that the amount of nitrogen in the urine on rectal feeding was the same as that in the professional faster at about the fifteenth to the twentieth day. Dr. Langdon Brown had estimated the urine in a patient who, being on salines only, was showing the same nitrogen output as any fasting person. Then for two days he gave the ordinary nutrient enemata, 4 oz. of milk with a drachm of plasmon and a drachm of sugar, given every four hours, after pancreatizing. During those two days the nitrogen continued to decrease. Then he gave the same quantity of milk and plasmon by the mouth, and at once the nitrogen output began to rise. This result threw grave doubt on the power of the rectum to absorb food. And as soon as the efficacy of rectal feeding began to be doubted, its obvious disadvantages assumed more significance. He had seen that persistent vomiting, to which the author had referred, several times in association with rectal feeding, which ceased on feeding by the mouth. He thought it was sometimes the vomiting of acido-is, because at such times diacetic acid might be found in the urine. Parotitis was sometimes a serious complication in cases on rectal feeding, but it could often be obviated by giving a bismuth lozenge to suck. He did that for some time before adopting the Lenhartz method, and parotitis had not occurred in any of these cases. By sucking the lozenge the flow of saliva was maintained, and the alkaline products taken into the stomach would tend to neutralize any gastric juice which might be secreted, either as a result of the thought of food, or as the result of rectal feeding. He objected to the use of glycerine as a mouth-wash, believing that the resulting desiccation helped in the production of parotitis. It appeared from recent work on autolysis that digestion went on more rapidly in fasting tissues than in wellfed tissues, and as rectal feeding was partial starvation, it was not to be recommended in people who had been much depleted by repeated haemorrhages, and whose stomachs were virtually undergoing self-digestion. In two cases he did not have a very good result from the Lenhartz treatment, but they were both Jews, and verv neurotic. One had a recurrence of the hmmorrhage, but when he was put on the orthodox treatment he had another recurrence. Therefore the Lenhartz method could not be held answerable for the bleeding. The other patient, who was also neurotic, said that the diet gave her pain, but he did not regard that as altogether due to the stomach, as she had some colitis. One of the most satisfactory cases was in a man, aged 33, who had four hmemorrhages before coming into hospital, and melwena after admission, so that there was no doubt about the bleeding. He improved rapidly under the Lenhartz treatment, and was very comfortable, presenting a striking contrast to the patients who were always grumbling on the orthodox method. He slightly modified Lenhartz's directions. He did not think it advisable to give raw meat so soon as did Lenhartz; it being a stimulant of the gastric juice, he believed it tended to cause the return of pain. Neither did he give raw ham, which was not much relished by English people; he gave minced chicken instead. The advantages of the treatment, especially in private practice, were great, and he was glad Dr. Spriggs had called attention to it.
Dr. LAURISTON SHAW said that he was pleased that a more rational mode of treatment was being considered. He had never been a strong upholder of the orthodox method of prolonged starvation. He did not treat his gastric ulcer cases by the heroic measures which some physicians thought necessary. The chief reason he hailed the less drastic method was that gastric ulcer patients frequently tended to become highly neurotic. He believed a fair number of supposed cases of gastric ulcer were really neurotic dyspepsias. But whether the patient was already only neurotic, or whether she suffered from gastric ulcer, nothing was more likely to induce a feeling of great trepidation at her condition than to be surrounded by medical people who themselves seemed to be in a similar trepidation as to a recurrence of the haemorrhage or other symptoms. In the out-patient department the neurotic condition of patients who had been previously treated in hospital once or twice by prolonged starvation was very marked. He hoped the Lenhartz method would receive wider adoption in this country.
Dr. AULD said the opener seemed to have carried out the Lenhartz method without regard to the class of case he was dealing with; in opposition to which he counselled treating every individual case as a separate entity, to be specially studied. Would Dr. Spriggs treat an elderly man who had had gastric hemorrhage exactly the same as he would treat a young girl, or a full-blooded woman the same as an anaemic boy? To treat a series of cases according to a rigid method was not scientific. It was fully realized that in such cases it was necessary for the doctor to feel his way. One patient might be able safely to at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Spriggs: The Treatment of Gastric Ulcer take a little semi-solid food, which in another patient would bring on bleeding. He had rarely had recourse to rectal feeding in such cases; he had very good results on a sort of modified Lenhartz diet. He did not as a rule attach much value to statistics. Dr. Spriggs had put forward a list, but some of the cases might be simply due to neurosis of the gastric mucous membrane. (Dr. SPRIGGS: All except four had hmemorrhage.) It had not been proved that the hamorrhage was from ulcer of the stomach, and gastric ulcer could not be diagnosed with certainty from haemorrhage and pain. And he did not think it fair that the thirty-four cases should be contrasted with those which had nutrient enemata. It would be fairer to present a list of those treated by the mouth, but not necessarily by the Lenhartz method. He objected to rushing the diet, because that encouraged recurrence, even though it might not be at once.
Dr. B. G. MORISON said that although the Lenhartz method was new, the principle which underlay it was not new. He held an intermediate position in regard to the treatment of gastric ulcer; he did not quite believe in the Lenhartz treatment, neither did he repudiate treatment by enemata. The Lenhartz method was admissible in subacute and chronic cases, but to begin it soon after a recent haemorrhage was a precipitate course. If the material for the nutrient enema was properly prepared and predigested, some good must ensue from it. After a htemorrhage he thought two days should elapse before anything was given by the mouth; resorting to rectal feeding, which had the adyantage of giving the stomach a rest. His habit was to give i pint at a time, not very frequently, say every four hours. After the two days, small quantities could be given by the mouth. Solid food should not be given for weeks, and carbohydrates should be given in the most assimilable form. He had not met with the difficulties regarding enemata in private practice which had been mentioned.
Dr. BASIL PRICE asked whether Dr. Spriggs regarded the giving of bismuth, referred to by him, as an important accessory in the treatment of gastric ulcer. Taking the ordinary symptoms in proof of the existence of a gastric ulcer, he had had eight cases in which he gave no drug by the mouth, and there was no recurrence of haemorrhage or other symptoms. He waited forty-eight hours in two or three cases before introducing food by the mouth, and he had had satisfactory results in all. On two occasions he had the advantage of a view of the stomach after the giving of bismuth. The bismuth had apparently. gravitated to the fundus of the stomach, and the pyloric area, where the ulcer was situated, was in a somewhat contracted condition; the bismuth seemed to have exercised no protective action on the ulcer. He wished to ask Dr. Spriggs's opinion in regard to a case in which there was a recurrence of gastric symptoms, such as haemorrhage and meluna, after twelve months or more interval-this might not, of course, be due to the same ulcer; would he look upon that as an indication for surgical treatment, rather than again treating the case by the Lenhartz method?
Dr. H. C. CAMERON said the Lenhartz method was not the only rival in the field, nor the only substitute for rectal feeding. Another method, which had the approval of physiologists, was treatment by a diet mainly or entirely composed of fat. He had seen at Guy's Hospital two cases treated upon a diet of olive oil and cream, and both did extremely well. On a fat diet there was the smallest possible formation of hydrochloric acid. He thought Dr. Spriggs's statistics showed that some rational method of feeding was to be preferred to rectal feeding. To a certain extent he associated himself with Dr. Auld's remarks concerning statistics. The criticism which one must make in regard to a double series of statistics such as the present was that the morbid conditions in individual cases must differ so widely. At post mortems he had been struck by the different appearances of the ulcers; some were obviously acute and had been present only a few days; others had so much thickening and induration that they seemed to have existed for months, or even years. It seemed extraordinary that such varied conditions should be regulated by the same time-table. He believed there were two conditions-an acute ulcerative and a chronic ulcerative condition; and he asked Dr. Spriggs that he should indicate in his tables what was his conception of the morbid appearances in the stomach in each case. Recently he had looked up the histories of cases of acute ulcers which had perforated, and had found that it was exceptional to get a history of more than a day or two of dyspepsia. Such acute ulcers healed quickly under any rational form of treatment. In chronic cases with thickening and induration many months must elapse before a similar result was obtained.
Dr. J. GRAY DUNCANSON said there was one point of detail in the treatment to which be took exception-namely, giving chopped meat in cases of hemorrhage, either from the stomach or the bowel. There was some analogy between the treatment of haemorrhage of the stomach and that of the haemorrhage which occurred in enteric fever. In the latter case he would not hesitate to give pounded or shredded raw beef at a very early stage, but he would strongly object to chopped or minced raw beef, or, what was worse, partially cooked, being given in ulcer of the stomach. Secondly, he considered, especially where there was anaemia, that fresh air and sunshine were of the utmost importance. He did not know whether that entered into the Lenhartz treatment.
Dr. SPRIGGS, in reply, said the giving of chopped meat in the cases he had observed did not cause recurrence of the hasmorrhage. He agreed as to the importance of fresh air; cases of gastric ulcer nearly always did well at the convalescent hospital. Some of the results of Senator's method were quite good. He (Dr. Spriggs) had not tried the olive oil treatment, but had read of a number of successful cases. In answer to Dr. Cameron, that gentleman would find that many of the cases on the list were not by any means up to the timetable. As far as he wvas able to judge, the two series comprised similar cases;
and he had cut out cases in which heart, lung, or other trouble complicated the case. If there were any inequalities, the disadvantage was on the side of the Lenhartz treatment, because in them he had included so-me difficult cases. In answer to Dr. Auld, the patients were not treated by rule-ofthumb; in fact, very few were treated exactly alike-the treatment was modified MH-32b considerably to suit the cases. He would not invariably use Lenhartz's or any other method. He re-read a paragraph urging the importance of the physician using his common sense when at the bedside. Bismuth was certainly found sometimes to lie on the ulcer, but he thought its action was to cover up the general gastric mucous membrane, and, by diminishing the sensitiveness of the stomach as a whole, to render it less liable to contract suddenly. With regard to the recurrence of the ulcer, whether gastric ulcer was treated this way or that, or whether operation was done, many cases did recur, though whether from the same ulcer or not he did not know. On the other hand, complete healing often took place and many patients only had one attack. Lenhartz mentioned two cases which died from other causes during treatment, one on the fifteenth day, and the other on the eighteenth day, and the ulcers were found covered with mucous membrane. If a case of recurrence after one year were to come to him he would treat it again on the same plan. The liability to gastric ulcer seemed in many people, though by no means in all, to be limited to about five years. One speaker said it was precipitate to give Lenhartz treatment after a haemorrhage. It might seem so, but about 300 cases now published showed that the treatment was especially successful in such cases. One could begin to put food into the stomach in the first twelve hours after a haemorrhage, and in many cases it was given six hours after the bleeding. Dr. Langdon Brown's observations of the amount of nitrogen in the urine in rectal feeding were of great interest, and agreed with what most good observers found, that it was difficult to get very much food into the system via the rectum. Even if 75 per cent. of the nourishment were absorbed in the experiment quoted it was necessary to know how long that could be kept up. The cases he had narrated were not neurotic dyspepsias; for one thing, nearly all of them had haematemesis.
